INTRODUCTION
Cutaneous melanoma, a malignancy of melanocytes, has been rapidly increasing in incidence over the past 30 years (1) . In 2010, there was an estimated 68,000 new cases of melanoma and nearly 9000 melanoma-associated deaths (1) . The staging, prognosis, and treatment algorithms of melanoma depend on the Breslow thickness, mitoses, and the presence or absence of regional and/or distant metastases (2) . Melanoma preferentially spreads via the lymphatics, and metastases typically progress through afferent lymphatic channels to sentinel nodes before presenting in non-sentinel lymph node sites. The presence of malignancy in regional lymph nodes carries a high prognostic significance, lowering the 5-year survival rate to 50% (3) . Therefore, SLNB is of paramount importance in the initial workup and subsequent management of cutaneous melanoma. 3 We report 4 patients who presented with melanoma of either the upper limb or upper posterior trunk; each of the patients had a history of breast cancer treated via surgical resection, including axillary lymph node dissection. For melanomas of the upper limb and posterior trunk, the site of sentinel lymph nodes is the ipsilateral axilla 99% and 93% of the time, respectively (5) . If the axillary nodal basin is surgically removed, as in the case of the 4 reported patients, the lymphatic drainage may follow an alternate pathway with the sentinel nodes located in different nodal basins. There is very little literature regarding sentinel lymph node localization in those patients whose lymphatic drainage is significantly altered.
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METHODS
This is a retrospective case review of an IRB-approved melanoma data base. Upon review, 4 patients were identified who had a history of a partial mastectomy with axillary node dissection for the treatment of breast carcinoma and later presented with a cutaneous melanoma in a location that classically drains to the axillary node basin. Each patient underwent preoperatively lymphoscintigraphy to identify sentinel lymph nodes. 
RESULTS
Patient
DISCUSSION
By definition, a sentinel lymph node is any lymph node that receives lymphatic drainage directly from the primary tumor. Within a particular nodal basin, a sentinel node is the first node to receive lymphatic drainage; therefore, the histology of the sentinel node if felt to be representative of all other nodes in the basin (6) . Historically, the only way to successfully identify sentinel nodes was to perform a complete lymph node dissection and study the However, there is no clear consensus on how to investigate lymphatic metastases in those patients with melanoma whose regional lymphatic basins have been surgically altered. There is no recommendation to proceed with SNB when the lymph node basin that classically contains 7 the sentinel node has already been removed. In fact, some advocate that if lymphatic channels have been disrupted by previous surgery, lymphoscintigraphy is not indicated because nodes may be falsely identified as being sentinel (9) . However, with the technological advancements in lymphatic mapping, it has become relatively common to detect sentinel nodes in nodal basins not previous thought to receive lymphatic drainage directly from the tumor. Studies report discordance between the drainage patterns identified via lymphoscintigraphy and the predicted pattern in 32%-62% of cases of truncal melanoma (2) . Therefore, removing the lymphatic basin typically containing the sentinel node does not preclude the existence of sentinel nodes in other atypical nodal basins. Moreover, when entire lymph node basins have been removed, the lymphatic drainage patterns will alter their course to follow new and unexpected routes. 
